 (Gut 1997; 40: 192-195) 
The aim of this survey was to re-examine current practice after a further four years of experience and investigate the differences that exist between centres in terms of referral practice. In particular the questionnaire was carefully worded to tease out the differences between true and censored OAG.
Definitions
The definition of open access endoscopy was given as follows. 'The provision of a diagnostic endoscopic procedure by direct request of a general practitioner without prior hospital consultation, but including the provision of screening the appropriateness of any referral' (Fig 1) . The responses are presented by individual consultant rather than by endoscopy unit as in some units consultants were split in terms of whether they offered OAG or not. This results in some skewing of the figures in favour ofunits offering OAG but does not affect the differences between true and censored referral patterns. This is also the way results were presented in the first survey.
Results
A total of 333 questionnaires were returned from individual members representing a response rate of 72%. Twenty replies were returned as not relevant to the individual concerned. Figure 2 shows the age and specialty of respondents.
OPEN ACCESS GASTROSCOPY
This service was offered by 232 consultants (70%), of whom 95 were performing OAG on receipt of a letter or form addressed to a consultant (censored) while 137 replies indicated that the examination was carried out following a referral letter or form to the department concerned. Thus 59% were offering true OAG.
Of the 232 replies, a slight majority were dependent on a letter from the general practitioner as the mode of referral (127-55%), and were predominantly censored (that is, sent to a named consultant, 90 replies). Standardised referral forms were used by 109 respondents of which 84% (92 replies) were sent to departments (true OAG). A clear difference was seen between the two groups. True OAG was largley based on the receipt of a form while most letters were sent to consultants and therefore censored (X2=7O0O8, p<0001). Ten consultants offered both true and censored OAG, six by letter and four by both letter and form. (Fig 3) , 9% of respondents (20 replies) did not know the reasons for establishing the service. In some cases (5%, 12 replies) the reasons were multifactorial. Most consultants felt that fundholding had made no difference to the number of requests for gastroscopy although 28% thought it had increased demand while 3% (six replies) thought it had decreased referrals.
Quality of information

NO OPEN ACCESS GASTROSCOPY
A total of 101 replies (30%) indicated that they
were not offering OAG. Reasons are shown in The response to this survey was good, although slightly down on the results of the 1990 survey (72% v 78%). It is not comprehensive because it only establishes the working practices of endoscopy section members. Nevertheless, most endoscopy units will have at least one consultant who is a member of the British Society of Gastroenterology and the endoscopy section encompasses the interests of those most likely to be working 'at the coal face'. As such, the survey is of interest to all endoscopists.
The overall provision of OAG has increased substantially with a total of 232 members now offering this service (70%) compared with 167 (47%) in 1990.' The overall incidence of true OAG has increased from 1 0% to 4 1% although the 1990 figure is less accurate due to the nature of the first questionnaire. Taking into account the limitations of the first survey the overall incidence of censored OAG has fallen slightly from 37% to 30%. These units operate a consultant based referral system with letters, or less commonly forms, being sent to individual specialists. This system is akin to an outpatient referral and implies consultant responsibility for the patients' management over and above performing the gastroscopy. It is quite different from the arrangement that exists for barium meal requests, where the general practitioner would not expect the radiologist to arrange further investigation or treatment, or both. In many cases the endoscopist will not be a consultant but a clinical assistant or hospital practitioner.2 It is thus inappropriate to transfer responsibility for patients to the hospital in the open access setting. All OAG services augment conventional referral pathways and OAG should not be seen as a way of gaining rapid access to a consultant opinion. Patients requiring a consultant opinion should still be referred to a gastroenterology outpatient clinic.
The reasons for the increase in OAG are probably multifactorial depending upon local facilities and the strength of feeling among local general practitioners that they should have this service. The data suggest that most OAG is consultant initiated, but this must be interpreted with caution as the increase Although the availability of OAG is increasing, there are pronounced differences in the clinical practices reported between units. The use of forms seems to be an efficient way of reporting the patients' symptoms, concomitant medical conditions, use of medications, and the general practitioners' diagnosis. A standardised form can also be used to establish clear guidelines on clinical responsibility and give guidelines on the suitability of the service for certain patients. In this study the main difference between the use of forms and letters was that forms were usually sent to departments (analogous to a barium meal request) while letters were sent to a named consultant (analogous to an outpatient appointment request). We feel that this could lead to confusion as to who is looking after the patient and that 'best practice' should incorporate a system that uses a short but pertinent referral form sent to the endoscopy unit concerned with an equally clear report back to the general practitioner stating the diagnosis and (if necessary) brief advice. Follow up studies do suggest that subsequent treatment and management of the patient is appropriate in such circumstances.8
In conclusion, this survey shows that the provision of OAG is rapidly increasing, although not all safeguards are in place to establish clear lines of responsibility. In particular censored OAG remains a problem area where confusion might arise between the general practitioner and specialist. Although we believe that true OAG is a safe and an effective use of resources in a climate of increasing demand, the British Society of Gastroenterology should now define 'best practice' for all endoscopy services. Current levels of referral often exceed the capacity of a gastroenterologist to see all patients requiring an endoscopy in the outpatient clinic. If the National Health Service is to be increasingly 'primary care led', then general practitioners must also participate in the establishment of national guidelines relating to best practice.
